Provisional Diagnosis
Sex cord stromal tumor
Differential Diagnosis
Dr. Jannatul Ferdous: Patient Presented with lower midline swelling and secondary amenorrhea. So, there may be a differential diagnosis of uterine myoma.
Uterine myoma
In this case, clinical features, ultrasonography and CT scan findings indicate it as a case of uterine myoma. But her hormone profiles showed increase serum estrogen and testosterone levels. In juvenile granulosa cell tumor, there may be associated uterine myoma or endometrial hyperplasia or abnormal uterine bleeding due to excessive estrogen level. The ultimate final diagnosis is done by histopathological analysis.
Dr. Khairun Nahar: As there was increased level of serum testosterone and estrogen, other differential diagnosis may be granulosa cell tumor, thecoma, fibroma, androblastoma and gynandroblastoma. However, histopathology of Call-Exner bodies, nuclear grooves and immunohistochemistry markers help in ruling out the differentials. 1-3
Granulosa cell tumor
Granulosa cell tumor is an uncommon neoplasm. It is two types: Adult and juvenile form. Adult form is slowly progressive and diagnosed in early stage. Juvenile form is more aggressive. Long term follow up is necessary in both types because of recurrences. Histopathology and immunohistochemistry are necessary in both these types for the final diagnosis. Both serum estrogen and testosterone levels are increased in granulosa cell tumor.
Ovarian thecoma
Thecal component was seen along with granulosa cell tumor but it is necessary of the presence of more than 25% of thecal cells in case of thecoma. Thecoma is a benign condition with good prognosis. 4 The immunohistochemistry markers valuable in this entity are the vimentin, CD99 and inhibin. 2
Fibroma
Fibroma is usually observed in post-menopausal women. It is derived from the stromal cells and thecoma is similar to fibroma. In fibromas, there is increased cellularity and pleomorphism. -.
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Androblastoma Sertoli-Leydig cell tumor is rare (about <0.5% of all ovarian tumors and less than 5% of all sex cord stromal tumor). This tumor produces androgen which causes defeminization, breast atrophy and amenorrhea followed by masculinization (50%). Due to masculinization, there is male type distribution of hair, hoarseness of voice, breast atrophy, hirsutism, baldness and clitoral enlargement. Our patient had only breast atrophy and amenorrhea.
Gynandroblastoma
This is a very rare type of tumor. It contains both granulosa cell (estrogenic) or Sertoli-Leydig cell (androgenic) types. Usually it is a benign tumor.
Discussion
Rokitansky described granulosa cell tumor first time in 1855. 5 According to their appearance near the granulosa cell and ovarian follicles, WHO describes them. They occur in peri-and postmenopausal women aged between 50 to 55 years. Another pick frequency is pre-pubertal age. In the juvenile from, the architecture is lobulated, Call-Exner bodies are rare and there is increase signs of lutienization. 15 The main immunohistochemical markers expressed by these cells are vimentin, CD99 and α-inhibin. 3 Dr. Khatun: The traditional treatment modalities are complete excision of the tumor with unilateral salphingo-ophorectomy in case of fertility preservation. Total abdominal histerectomy with bilateral salphingo-ophorectomy if patient's family is completed. Sometimes chemo-or radio-therapy may be needed after surgery.
1, 2, 16
There is no standard regimen for adjuvant treatment, but it is usually recommended for adult granulosa cell tumors or for patient at high-risk.
17-19
This patient is re-commended for adjuvant chemotherapy at tumor board in this university. Before that patient was advised for estimating the level of inhibin, estradiol and complete blood count.
Dr. Nahar: Laparatomy was done which was followed by myomectomy with right sided salphingoophorectomy with infracolic omentectomy with surgical staging.
Operative findings
The uterus of about 18 weeks in size, a large fibroid was in the posterior uterine wall (5 x 6 cm) in size (Figure 1) , solid in consistency, capsule intact, Histopathological findings show that the peritoneal washing was negative for malignant cells. The right ovary showed granulosa cell tumor with foci of pleomorphism with few mitosis (Figure 2 ). The resected uterus was liomyoma. The omentum was free of tumor. The hormonal therapy is megestrol and LHRH agonists also has a good responses, specially for recurrent cases. 21, 22
About 70% of granulosa cell tumor secrets the estrogen which is responsible for precocious puberty in juvenile granulosa cell tumor while in case adult granulosa cell tumor, it is responsible for the endometrial hyperplasia, endometrial carcinoma and abnormal uterine bleeding.
Our patient complains of precocious puberty, breast atrophy and stunted growth. Unlike adult granulosa cell tumor, fewer Call-Exner bodies are seen in the juvenile granulosa cell tumor. Morphologically and radiologically it is not possible to differentiate between the two verities.
Dr. Sabera Khatun: How will you do the final diagnosis of this patient?
Dr. Khatun: Both clinical and histopathological guidelines are needed to correctly subcategorize granulosa cell tumors into types and the age cannot be considered as the definite criterion. 
Final Diagnosis
Juvenile granulosa cell tumor of right ovary with uterine myoma
